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VETERANS HEALTH ADMINISTRATION  
VHA Locations 
VETERANS HEALTH ADMINISTRATION  
Primary Care in the Veterans Health 
Administration 
Largest integrated health care 
system in the US 
• Average age 63 
• 23% > age 75 
• 37% rural 
• 7% female 
• 8% history of homelessness 
• 22% receiving mental health care 
5.3 million primary care 
patients 
to one 
that is 
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VHA must change the way health 
care is delivered by moving 
Personalized 
Proactive 
Patient- 
Driven 
from the current 
problem-based 
system 
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TEAM 
Traditional Primary Care 
• The patient has one 
provider 
• Care delivered only by 
provider 
• Continuity inconsistent 
 
PACT 
• Team 
• Teamlet 
• Other VHA resources 
• The patient is a team 
member 
• Huddles 
• Team Meetings 
• Integrated Mental Health 
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PACT principles: Patient-driven 
Traditional Primary Care 
• Most care delivered by 
visits 
• Virtual visits uncommon 
 
PACT 
• New care delivery routes and 
tools 
– Face to Face 
– Telemedicine 
– Telehealth 
– Mobile 
• Phone,  telehealth visits, secure 
messaging common 
• Access can be Face to Face, via 
telephone or virtual 
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PACT principles: Proactive 
Standard Primary Care 
• Prevention not 
stressed 
• High risk patients get 
routine care 
• Hospitalizations 
common 
 
PACT 
• Focus on overall health 
– Prevention 
– Wellness 
• Population Health 
• Team includes 
–Social Work 
–Nutrition 
–Pharmacy 
–HPDP 
–Behavioral Health 
• Identify and manage high risk 
patients 
• Hospitalizations less frequent 
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PACT principles: Personalized 
Standard Primary Care 
• Care not well coordinated 
• Nominal communication 
between PC and SC 
• Patient’s goals and 
preferences overlooked 
PACT 
• Coordination 
• Specialized populations 
• Post-deployment 
• Homeless 
• PC-MHI 
• Geriatrics 
• WH 
• RN Care Mgr 
• Telemedicine 
• eConsults 
• Plan of Care 
• Patient-driven personalized care 
based on relationships 
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PACT Implementation 
Readiness Assessment 
Staffing Support 
Training and 
Education 
Demonstration Labs 
Measurement: PACT 
Compass 
IT Improvements Communication 
 Centers of Excellence 
in Primary Care 
Education 
Implementation 
Guidance and Support 
PACT Recognition 
Performance 
Measures 
Specialty Integration  
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National Changes since PACT Implementation 
(July 2010-September 2013) 
Primary Care Uniques  8%  
PACT Provider Staff  2% 
PACT Support Staff  37% 
Average Panel Size  4% 
Primary Care Capacity  7% 
PACT Encounters per 1000 unique 
patients 
 62% 
Continuity  5% 
VHA Acute Admissions per 1000      
unique PC patients 
 11% 
VHA ED Visits per 1000 unique PC 
patients 
 5% 
VHA Urgent Care Visits per 1000 
unique PC patients 
 33% 
PACT patients enrolled in Home 
Telehealth 
 105% 
PACT Group Visits  65% 
PACT Telephone Visits  960% 
3rd Next Available 
Appointment in PACT clinics 
 21% 
Same day appointments with 
PCP 
 54% 
Patients contacted within 2 
days after discharge 
 1083% 
VETERANS HEALTH ADMINISTRATION  
PACT Implementation Index (PI2): 
Measuring PACT Implementation Across Eight Domains 
PACT Goals PI2 Domains Data Source 
Accessible,  
continuous 
and 
coordinated 
care  
Access 
Corporate Data 
Warehouse & 
CAHPS-PCMH 
(n=75,101) 
Continuity of care 
Coordination of care 
Team-based 
care 
Delegation, staffing, team 
functioning, working to top 
of competency 
PACT Personnel 
Survey  
(n= 5,404) 
Patient-
centered  
care 
Comprehensiveness 
CAHPS-PCMH 
(n=75,101) 
Self-management support 
Patient-centered care and 
communication 
Shared decision making 
• Higher Patient 
Satisfaction 
• Lower Staff 
Burnout 
• Lower ED Use 
• Better Clinical 
Quality 
Sites 
with 
Higher 
PI2 
Score 
had: 
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On-going work 
PACT survey 
•PACT burnout and metric data at 
the provider level New panel management 
software 
Modify panel/capacity 
adjustments to enhance 
access 
Review and enhance 
staffing to accommodate 
demand 
Develop guidelines and 
processes for coordination 
with non-VA care 
•Veterans Access Choice and 
Accountability Act of 2014 
Pilots of alternative models 
•PACT Intensive Management for 
high complexity patients 
•Health Advocate: Scribe/health 
coach 
•VA Voices: Storytelling  
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Lessons Learned 
Change is not easy… 
Leadership, leadership, leadership, leadership 
You can’t communicate too much 
Involve everyone, even if you think they are not interested 
PACT is not intuitive to everyone 
Even if it is, there are competing priorities 
Balance authority and flexibility 
